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Introduction {#S0001}
============

Within the last few decades the concept of "good health" has moved from the "absence of disease or illness" to a more positive concept which embraces the subjective experience of well being and quality of life ([@CIT0001]), A quality of life perspective can identify sensitive adults issues that may be affected by illness or disability of treatment ([@CIT0002], [@CIT0003]). Definition of quality of life: The term QOL (quality of life), health and functional status are not interchangeable, nor are the instruments used to assess them ([@CIT0004], [@CIT0005]). WHO definition of health: "A state of complete physical, mental, social well being, not merely absence of disease or infirmity" ([@CIT0006]).

Quality of life has emerged as an important concept and outcome in health and health care ([@CIT0007]). In public health and in medicine, the concept of health- related quality of life refers to a person or groups perceived physical and mental health over time. Physicians have often used health-related quality of life to measure the effect of chronic illness in their patients in order to better understand how an illness interferes with a person\'s day-to-day life. Similarly, public health professionals use health-related quality of life to measure the effects of numerous disorders, short and long-term disabilities, and disease in different populations. Tracking health-related quality of life in different populations can identify subgroups with poor physical or mental health and can help guide policies or interventions to improve their health ([@CIT0008]).

WHO definition of QOL (1993): Individual perception of their position in life in the context of culture and value systems in which they live and in relation to their goals, expectations, standards and concerns ([@CIT0009], [@CIT0010]). Assessment of QOL can help the physicians in better understanding the results of their treatment not only in dimension of physical well being but also in spirit of treatment or QOL. During the past two decades, psychological status and quality of life of one very important clinical research and is emphasized as one of the aspects of effective patient care and has used its review of the existing differences between patients diagnosed, forecast consequences of disease treatment interventions and evaluation ([@CIT0011]), has been on for a goal to improve the daily functioning and quality of life in patients with chronic diseases ([@CIT0012]).

A peptic ulcer is a breach in the gastric or duodenal mucosa down to the sub mucosa. Small or shallow breaches are termed 'erosions'; whilst sometimes insignificant, these may herald ulcers. Worldwide, the two most common causes of peptic ulceration are Helicobacter pylori infection and non-steroidal anti-inflammatory drugs (NSAIDs), including aspirin ibuprofen, naproxen, Smoking cigarettes or using tobacco ([@CIT0013], [@CIT0014]). The lifetime risk for developing a peptic ulcer is approximately 10% ([@CIT0015]). Before the twentieth century, gastric ulceration constituted the bulk of peptic ulcer disease and duodenal ulcers were quite rare ([@CIT0016]), the incidence of duodenal ulcers increased progressively, reaching a peak in the 1950s. The cause of this rise is unclear, because H. pylori are thought to have been ubiquitous in the human Population for thousands of years ([@CIT0016]). The present investigation was conducted to survey quality of life in peptic ulcer patients referring to Al-Zahra hospital affiliated to Isfahan University of Medical Sciences.

Patients and Methods {#S0002}
====================

This was a cross-sectional survey performed during 2010 in Isfahan city, Iran. The population under study consisted of 93 patients referred to Al-Zahra hospital affiliated to Isfahan University of Medical Sciences who recruited randomly. All subjects provided their written informed consent to participate in the study.

Data gathering was done with standard questionnaire (demographic data and information about quality of life); they were ranked according to Lickhert classification. Data gathering was done via standard questionnaire including five domains: physical, psychological, social, behavioral and economical. Reliability was confirmed by krunbach alpha test with 95% confidence interval (α = 0.86). Lickhert classification of 0 to 4 was used for each question and total score was between 0 and 100: scores less than 33 for poor quality of life, scores 33-63 for relatively good quality of life status and scores more than 66 for favorable quality of life. Data analysis was done with SPSS15 software using ANOVA, t-test and Pearson correlation test. P- value \<0.05 was considered significant.

Results {#S0003}
=======

93 patients with mean age of 38.54 years, including 43 (46.2%) women and 54 (53.8%) men, were studied. Among the participant, 60.2% were 30-60 years, 67.7% married, 53% had disease duration of 1-5 years, 69.9% non smoker, and 19.4% had history of smoking between 1 and 5 years. The majority of participants in this study (69.9%) evaluated their current quality of life as relatively good ([Table 1](#T0001){ref-type="table"}).

###### 

Frequency distribution of quality of life status in various domains of studied patients

                  Quality of life status                                  
  --------------- -------------------------------------------- ---------- ----------
  Physical        12(12.9)[\*](#TF0001){ref-type="table-fn"}   60(64.5)   21(22.6)
  Social          10(10.8)                                     64(68.8)   19(20.4)
  Psychological   57(61.3)                                     29(31.2)   7(7.5)
  Behavioral      8(8.6)                                       54(58.1)   31(33.3)
  Economical      4(4.3)                                       68(73.1)   21(22.6)
  Total score     19(20.4)                                     65(69.9)   9(9.7)

Number (percent)

There was a negative significant between quality of life and age (p = 0.001, r = − 0.28), and between disease duration and psychological (p \< 0.05, r = − 0.23), economical (p \< 0.05, r = − 0.24) domains and between and also between the mean of QOL scores in physical (p \< 0.001,r = −.39) and social (p \< 0.001, r = −.39) domains with the number of cigarette per day ([Table 2](#T0002){ref-type="table"}), also there was significant relation between social domain and gender (p \< 0.05), and physical(p \< 0.05), psychological (p \< 0.05)and behavioral (p \< 0.001) domains with marital status ([Table 3](#T0003){ref-type="table"}). Also, physical (p = 0.001), social (p \< 0.05) domains with smoking. Also there was a negative significant between physical (p \< 0.001, r = − 0.39), social (p = 0.001, r = − 0.33) and behavioral (p \< 0.05, r = − 0.23) domains with years of smoking ([Table 3](#T0003){ref-type="table"}).

###### 

Pearson test\'s correlation coefficients (r) between quality of life domains and age, disease duration, years of smoking and number of cigarette per day in studied patients

  Quality of life domains scores   Age     Disease duration   years of smoking   number of cigarette per day                            
  -------------------------------- ------- ------------------ ------------------ ----------------------------- ------- -------- ------- --------
  physical                         0.001   −0.337             0.271              −0.115                        0.001   −0.392   0.001   −0.390
  social                           0.090   −0.177             0.192              0.013                         0.001   −0.335   0.001   −0.374
  psychological                    0.223   −0.128             0.026              −0.231                        0.828   −0.023   0.832   −0.022
  behavioral                       0.001   0.388              0.035              −0.219                        0.023   −0.235   0.132   −0.158
  economical                       0.011   −0.263             0.020              −0.249                        0.744   −0.034   0.483   −0.074
  Total score                      0.006   −0.280             0.037              −0.230                        0.096   −0.174   0.110   −0.174

###### 

Mean and standard deviation of quality of life domains scores in studied patients

  QOL domains Variables   Physical   Social      Psychological   Behavioral   Economical   total                                                                        
  ----------------------- ---------- ----------- --------------- ------------ ------------ ------------ ------- ----------- --------- ------------- ------- ----------- -------
  gender                                         0.269                        0.030                     0.249               0.648                   0.818               0.674
   male                   54         45.6±23.1                   38.8±16.3                 68.1±16.7            40±20.5               41.2±16.6             54.8±14.4   
   female                 43         50.4±17.9                   46.3±16.3                 63.6±20.60           37.9±24.3             40.2±23.6             53.5±15.5   
  Marital status                                 0.008                        0.613                     0.009               \<0.001                 0.100               0.004
   single                 23         59±21.8                     45.3±17.4                 65.8±22.4            46±24.4               46.5±22.3             57.2±15.1   
   married                63         44.9±19.2                   41.3±16.2                 68.3±15.3            39.9±19.5             40±17.9               55.1±13.7   
   widow                  7          38.4±20.6                   41.7±19.8                 46±23                8.2±13.3              28.6±26.7             36.9±14.6   
  smoking                                        0.001                        0.003                     .995                0.567                                       0.261
   yes                    28         38.8±16                     34.5±16.6                 66±13.4              37±22.6               37.86±17.07   0.363   51.6±13.1   
   no                     65         52.6±21                     45.6±15.6                 66±20.6              39.9±22.2             42.00±21.15           55.4±15.5   
                                                                                                                                                                        
  total                   93         47.9±20.8                   42.3±16.6                 66±18.6              39±22.2               40.8±20               54.2±14.8   

Discussion {#S0004}
==========

This study was conducted to determine the relationship between individual characteristics of patients and quality of life. The results indicated that 69.9% of the patients had relatively good quality of life. This finding is consistent with the results of studies Verma, Shojaei and colleagues ([@CIT0017], [@CIT0018]) but inconsistent with the results of studies Zboralski, Entezari and colleagues and tabari and colleagues ([@CIT0019]--[@CIT0021]). The results of present study showed that, There was a negative significant between quality of life and age (p = 0.001, r = − 0.28), on the other hand reduced quality of life of patients with increasing age.

In studies done by Entezari and colleagues and Shojaei and colleagues, there is a significant relationship between quality of life with age ([@CIT0018], [@CIT0020]).

In the present study, there was significant relation between social domain and gender (p \< 0.05), Quality of life is higher in women than men, which conform to the results of study Shojaei and colleagues ([@CIT0018]). Also there was significant relation between social domain and gender (p \< 0.05), and physical (p \< 0.05), psychological (p \< 0.05) and behavioral (p \< 0.001) domains with marital status. In the physical domain, singles has a better quality of life, and in the psychological domain, married participants have better quality of life, perhaps receive more support from their family. This finding is consistent with the results of study Shojaei and colleagues ([@CIT0018]) but inconsistent with the results of study Entezari and colleagues ([@CIT0020]).

There was a negative significant between disease duration and psychological (p \< 0.05, r = − 0.23), economical (p \< 0.05, r = − 0.24) domains. Perhaps, affect stress and anxiety and costs resulting from long-term illness on quality of life in patients that consistent with the results of study Shojaei and colleagues ([@CIT0018]).also there was significant relation between physical (p = 0.001), social(p \< 0.05) domains with smoking.

In other words, quality of life is worse in smokers in physical and social domain. This finding can be due to health status and support received from others. There was a negative significant between quality of life and between the mean of QOL scores in physical (p \< 0.001, r = −.39) and social (p \< 0.001, r = −.39) domains with the number of cigarette per day, and between physical (p \< 0.001, r = − 0.39), social (p = 0.001, r = − 0.33) and behavioral (p \< 0.05, r = − 0.23) domains with years of smoking. A similar result was not found in other studies.

Our findings showed the necessity of determining the usefulness of different methods and implementation of appropriate training program for patients suffering from peptic ulcer, in order to improve their quality of life, promote level of health, alleviate anxiety, reduce complications, cut expenses and decrease mortality. Also, we know that Health and quality of life are vital social reflections. The way a society distributes resources amongst its population tells us a great deal about the society itself. This unique volume unites readings that explore the integral link between quality of life and public policy choices. We suggest education on disease related factors, techniques for patients' education in hospital wards, improvement of effect and applicability of educational programs content, by using, health education and medical students, residents, nurses and by improving their skills and capabilities regarding their communication with the patients. The patients must have enough information about their disease. Based on the results it is suggested to increase financial help and social support for vulnerable patients in a serious way socially and economically screening of the society is recommended.
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